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 Prevalence rates of perinatal mental health problems in Ireland vary significantly between studies, 
disallowing reliable conclusions. 
 Irish studies confirm that a history of mental health problems and lack of social support constitute 
key risk factors for perinatal mental health problems.  
 Ireland’s perinatal mental health services are generally inadequate.  
 Quantitative approaches and a medicalisation of perinatal mental health dominate the research field. 
 Women’s voices and their lived experiences are largely absent from the research, particularly those 
of women of colour, migrant women and ethnic minorities. 
  
         
2 
Perinatal mental health in Ireland: A scoping review 
Introduction 
Pregnancy, birth and the first year with a new baby constitute life-changing experiences for many women, 
encompassing a whole range of (positive and negative) emotional and psychological states (Jomeen 
2017). Research and policy in this area focus on “measuring and evaluating the effects of negative aspects 
of well-being” (O’Leary et al. 2016: 666), that is, on perinatal mental health problems. These include 
depression, anxiety, obsessive-compulsive disorders, post-traumatic stress disorder and postpartum 
psychosis (Jomeen 2017: 186). Poor mental health during this crucial period demands attention. 
Prevalence rates vary between countries and studies, but typically indicate that poor mental health affects 
significant numbers of women, and is potentially fatal: in the UK and Ireland, suicide is the leading cause 
of maternal death in the first year after a pregnancy (Knight et al. 2018). Perinatal mental health 
problems are also known to affect the psychological well-being and development of the infant, both short-
term and long-term (Bauer et al. 2014). For example, studies have found that stress and anxiety during 
the pregnancy lead to less emotionally stable infants (i.e. lower levels of emotional self-regulation) 
(Hernandez-Martinez et al. 2008) and babies exhibit less perceptual and social competencies at birth 
(Figueiredo et al. 2010). There is also contradictory evidence, however, showing that if the study 
controlled for other influencing factors, cognitive, motor and language development of babies were not 
affected by postpartum depression (Piteo et al. 2012).  
A number of risk factors for poor perinatal mental health have been identified across cultural 
settings and social contexts: a life history of mental ill-health (Johnstone et al. 2001; Mezey et al. 2005); 
adverse life events (Johnstone et al. 2001), including past birth trauma (Fenech and Thompson 2014); 
a problematic relationship with the partner (Khajehei and Doherty 2017), particularly experiences of 
intimate partner violence (Islam et al. 2017; Zhang et al. 2012); economic pressures such as insecure 
housing, unemployment, and income poverty (Miyake et al. 2011; Tuten et al. 2003; Yamamoto et al. 
2014); and social isolation and the absence of social support (Corrigan et al. 2015; Negron et al. 2013; 
Aktan 2011).  
The international literature indicates that perinatal mental health issues affect many women, and 
can have profound negative consequences for both the mother and the infant, as well as the wider family, 
and the causes of perinatal mental health issues are multifaceted and complex. In the context of the 
extensive body of international literature on perinatal mental health, the objective of this scoping review 
is to focus on one specific national setting, the Republic of Ireland. We address the Irish context as recent 
changes in its socio-political situation relating to reproductive healthcare, strategic developments relating 
to maternity care, and changing demographics have impacted the area of perinatal mental health service 
provision.  
Background 
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In regard to reproductive health, Ireland constitutes a particularly conservative setting in the wider 
European context. Ireland’s history in relation to women is one of poverty, backstreet abortions, 
incarceration of unmarried women in Mother and Baby Homes and enforced adoptions (Luddy 2011). 
Reflecting conservative Catholic teachings on sexual morality (Ferriter 2009), contraception was illegal 
in Ireland from 1935 until 1980, when it was legalised with strong restrictions. Abortion only became 
legal after a progressive social movement won a referendum on the issue in 2018. Despite these recent 
changes, numerous failures in maternity care in the past two decades (Government of Ireland 2006, 
Arulkumaran 2013, HIQA 2015; Scally 2018) are stark examples of the on-going influence of a 
hierarchical, paternalistic healthcare system which does not put women’s well-being at the centre.  
Since the 1950s, maternity services in Ireland have been hospital-based, obstetric-led, and 
midwifery has been marginalised and underdeveloped (Kennedy 2010, 2012). There are no stand-alone 
midwifery-led units in Ireland. Only 0.3% of births take place at home under the care of a midwife (HPO 
2018). Continuity of carer models are the exception rather than the rule, and are mostly provided by 
private obstetric consultants (Healy 2017: 11).  
The quality of care is measured in mortality and morbidity outcomes (which are very good in 
international comparison) while at the same time neglecting women’s experiences, wishes and diverse 
needs (Larkin et al. 2012). Ireland’s industrial model of health care renders women “invisible”: the focus 
is put on the efficient functioning of hospitals, facilitating “production-line births” (Begley and Devane 
2003) in large maternity units with thousands of births per year (Kennedy 2012: 328). Follow-up 
postnatal care is severely limited, as there are few community midwifery services in Ireland. Under-
resourced and overworked public health nurses visit each new mother and infant with a focus on child 
development and limited time to support women’s transition to motherhood (Kennedy and Murphy-
Lawless 2003). 
For women from marginalised groups, such as asylum seeking women, women of colour (Pangas 
2019) and Traveller women, these problematic features of the Irish maternity system are exacerbated 
(cf. Kennedy and Murphy-Lawless 2003). Internal racism, particularly against Irish Travellers is 
prevalent, and the negative effects on Traveller women’s health and well-being has been documented 
(Reid and Taylor 2007). With Ireland recently becoming a destination for migrants from Europe and 
beyond, the health care system has been under pressure to respond to the growing number of people 
seeking care, with real challenges due to the widespread absence of interpreter services including in 
maternity services and primary care settings (Villaroel et al. 2019; O’Reilly-de Brún et al. 2015).  
Within this context of a maternity system that serves women – and particularly marginalised 
women – only poorly, midwives, other professionals and women themselves (that is “service users”) have 
been advocating for more woman-centred, less medicalised perinatal services since the late 1990s. The 
Department of Health developed a new vision for perinatal health care, based on a public consultation 
process and published as the country’s first National Maternity Strategy in 2016. The Strategy proposes 
the adoption of a woman-centred model of care that facilitates women’s choices (Department of Health 
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2016: 4). Following on from the Strategy, the Health Service Executive (HSE) developed a model of 
care for specialist perinatal mental health services. This includes the introduction of a multidisciplinary 
perinatal mental health team in all large maternity hospitals and an integration of maternity services and 
mental health services in the community (HSE 2017: 7).  
Given these changes in the Irish context, this scoping review explores the existing research on 
perinatal mental health in Ireland to provide a baseline to guide further research as well as inform the 
implementation of the recent strategies.  
Methods 
This study examined the research conducted to date on perinatal mental health in Ireland. A scoping 
review approach (Arksey and O’Malley 2005) was deemed appropriate, as it serves to “examine the 
extent, range and nature of research activity” and “identify research gaps” (Arksey and O’Malley 2005: 
21), including all relevant literature regardless of study design. To achieve this, our review included five 
stages: a) identifying the research question, b) literature search, c) study selection, d) data analysis, e) 
presentation of the findings.  
Stage 1: Identifying the research question 
The broad guiding question that informed the systematic gathering of data was: What do we know about 
perinatal mental health in Ireland, based on empirical studies? In line with the international literature, 
we defined perinatal mental health as women’s emotional and psychological well-being during pregnancy, 
birth and the first twelve months after giving birth (Jomeen 2017). By posing a broad research question, 
we ensured that the scoping review would include health services research (i.e. studies that focused on 
perinatal mental health service provision) as well as population research (i.e. women’s experiences of 
perinatal mental health, risk factors, prevalence rates). 
Stage 2: Literature search 
The following electronic databases were searched by the first author in December 2018 for English 
language publications: Science Direct, Web of Science, PubMed, PsychInfo and Scopus. The search 
therefore captures all research prior to the implementation of the Specialist Perinatal Mental Health 
Model of Care (2017). The search terms were informed by keywords used in international publications 
on perinatal mental health:  
(Perinatal OR antenatal OR pregnancy OR childbirth OR postpartum OR postnatal OR 
maternal) [in title, abstract, keywords] AND (“mental health”) [in title, abstract, keywords] 
AND Ireland OR Irish [in all] 
Stage 3: Study selection 
         
5 
The data base searches led to 1738 results. The findings were exported to Endnote and to the online 
literature review programme Rayyan. After removal of duplicates, 623 references were included in the 
list for screening.  
The following exclusion criteria were applied: study location not the Republic of Ireland; not 
relating to the perinatal period (pregnancy up to the first 12 months after birth); not relating to mental 
health; and not relating to maternal mental health, not relating to human subjects; not an empirical 
study; international study with generalised results. All publications based on empirical studies 
(regardless of research design, sample size, and methods used) were included. 
Table 1: Search parameters 
Inclusion criteria Exclusion criteria 
Republic of Ireland 
Empirical study 
Focus on women’s perinatal mental health 
Not conducted in Republic of Ireland  
Maternal mental health beyond first year  
Focused on physical perinatal health  
Focused on child or paternal mental health  
Not relating to human subjects 
Not an empirical study 
Doesn’t report on Irish sample 
 
All of the titles and abstracts of the 623 references were reviewed independently by two of the authors. If 
there was any doubt whether or not the publication matched the criteria based on the title and abstract, 
we included the reference and read the full paper to come to a conclusion. Of the original 623 references 
that the systematic online search brought up, 64 publications were marked as “included” in Rayyan. The 
full texts of these publications were downloaded and screened. 24 publications were excluded at this stage 
for one or more of the reasons described above, leading to 40 articles to be included in the in-depth review. 
Each publication was read by at least two researchers, and a further 14 publications were excluded at 
this stage. Research meetings were held to ensure consistency. We also reviewed the references in each 
of the publications included in our list to identify additional publications that we may have missed. A 
further three sources were added to the publications to be reviewed in depth, leading to 29 publications 
in total. 
Table 2: Flow chart 
         
6 
 
Stage 4: Data analysis 
To guide our analysis, we developed a “data charting form” (Arksey and O’Malley 2005) to summarise 
the following information: author background/discipline; aims of the study; methods; participant 
demographics (ethnicity, nationality, migration status, socioeconomic status, age etc.); sampling 
strategy and sampling size; study location; key themes; main findings. This form allowed us to a) conduct 
a basic numerical analysis of prevalent research questions and designs, and b) to identify key themes 
within the data. In line with the scoping review methodology, we did not appraise the quality of the 
included studies (Pham et al. 2014), focusing instead on synthesising all research on perinatal mental 
health in Ireland. 
We held two data analysis clinics to discuss the key findings that emerged from the sources. 
Utilising Braun and Clarke’s (2006) thematic analysis as a method for identifying, analysing and 
reporting patterns or themes from data, we structured the findings into three key themes. A small number 
of papers addressed two additional themes that could not be subsumed under the main themes: women’s 
experiences of perinatal mental health (n=2) and the relationship between maternal mental health and 
infant health/behaviour (n=1). These will not be described in depth, but are summarised in table 4 below. 
In addition to identifying key themes, we also discussed dominant research approaches, and how 
they impact what is known (and not known) in regards to perinatal mental health in Ireland. The latter 
aspect of our analysis informed the discussion of the findings. Engaging in critical conversations about 
the content and implications of the studies included in this review helped “introduce ‘checks and 
balances’” to this process, which “guarded against framing of the analysis according to a single 
perspective” (Dixon-Woods 2006: 6).  
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Results 
Out of the 29 papers included in the review, 20 report on quantitative data, four were based on mixed 
methods – predominantly self-reported surveys which included a small number of open ended questions – 
and five publications were based on qualitative studies. Seven of the publications focused on health service 
providers, and 22 papers focused on women (antenatal: n=6, birth: n=1, postnatal n=9, entire perinatal 
period: n=6). 
We identified three dominant themes: the prevalence of perinatal mental health problems (n=15); the 
risk factors (n=16); and current perinatal mental health care provision (n=15), as well as two minor 
themes (n=3). 
Table 3: Themes 
Themes Prevalence  
n=15 




















 AIMSI 2010; Bennett 
and Kearney 2018; 
Carey et al. 2003; 
Carolan-Olah and Barry 
2014; Crotty and 
Sheehan 2004; Cruise et 
al. 2018; Cryan et al. 
2001; Greene et al. 
1991; Jairaj et al. 2018; 
Lane et al. 1997; Leahy-
Warren et al. 2011; 
Martin 1977; McAuliffe 
et al. 2011; Nolan 2010; 




Carey et al. 2003; 
Carolan-Olah and 
Barry 2014; Crotty 
and Sheehan 2004; 
Cruise et al. 2018; 
Cryan et al. 2001; 
Greene et al. 1991; 
Jairaj et al. 2018; 




al. 2012; Martin 
1977; McCrory 
and McNally 2013; 
Nolan 2010; 
O’Neill et al. 1990; 





Carroll et al. 2018; 
Higgins et al. 2017; 
Higgins et al. 2018a; 
Higgins et al. 2018b; 
Madden et al. 2018; 
Noonan et al. 2018a; 
Noonan et al. 2018b 
n=7 
From service users’ 
perspective: AIMSI 
2010; Byrne et al. 
2017; Carolan et al. 
2012; Cruise et al. 
2018; Higgins et al. 
2016; McAuliffe et 
al. 2011; Nagle and 
Farrelly 2018; Nolan 
2010 
n=8 




Togher et al. 2017 
Prevalence: contradicting figures 
Thirteen articles aimed to determine the prevalence of perinatal mental health problems in Ireland. We 
found that the results varied greatly between studies. Regarding depressive symptoms, the following rates 
were reported during pregnancy: 1% (McAuliffe et al. 2011), 14% (Martin 1977), 15.8% (Jairaj et al. 
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2018), 40.7% (Greene et al. 1991), and 86% (Carolan and Barry 2014). For symptoms of postnatal 
depression, studies cited 18.8% based on self-reported experience (AIMSI 2010). Alternatively, 
employing the EPDS or similar scales, researchers found 11% (Cruise et al. 2018), 11% (Nolan 2010), 
11.4% (Lane et al. 1997), 13.2% (Leahy-Warren et al. 2011), 14% (Martin 1977), 25.6% (Greene et 
al. 1991), 26.7% (O’Neill et al. 1990), 27% (Crotty and Sheehan 2004) and 28.6% (Cryan et al. 2001) 
of women to be depressed after giving birth. Regarding antenatal anxiety, similar discrepancies can be 
observed: one study found 27.3% of participants to be “highly anxious” (Togher et al. 2017), whereas 
another study reported that 75% of pregnant women experienced high levels of anxiety (Carolan and 
Barry 2014). Regarding stress, one study found that 25% were distressed during pregnancy (Bennett 
and Kearney 2018), another study reported 33.1% to experience high levels of perceived stress (Togher 
et al. 2017), and a third study found that 75% of pregnant women experienced significant levels of stress 
(Carolan and Barry 2014). Only one study reported on the prevalence of stress during the postpartum 
period and found 8% of women distressed (Bennett and Kearney 2018).  
Table 4: Prevalence rates 
 What was assessed How was it measured Prevalence rate found 
AIMSI 
2010 





pregnancy and at 17 
weeks postpartum 
Tilburg Pregnancy Distress Scale 25% during pregnancy 
8% at 17 weeks postpartum 
Carey et al. 
2003 
Postnatal depression EPDS 34% of multiparous women 





stress and anxiety 
EPDS, PSS, STAI 86% antenatal depression 75.6% 
antenatal stress  




Postnatal depression EPDS and clinical interview  27% (EPDS) at 6 weeks 
14.4% diagnosed with PND 
Cruise et al. 
2018 
Postnatal depression CES-D 11.1%  
Cryan et al. 
2001 
Postnatal depression EPDS 28.6% 




CES-D 40.7% in late pregnancy 
22.2% at 3 weeks postpartum 
25.6 % at 18 months postpartum  
Jairaj et al. 
2018 
Antenatal depression EPDS 15.8% 




EPDS and Highs Scale Postpartum mania: 18.3% at 3 
days postpartum; 9% at 6 weeks 
postpartum 
11.4% postpartum depression at 3 
days postpartum; 11% at 6 weeks 
postpartum 





Postpartum depression EPDS 13.2%  at 6 weeks  
9.8% at 12 weeks 
 
Martin 1977 Psychiatric symptoms 
(anxiety and 
depression) 
Clinical interview 14% during pregnancy  
14% at 6 weeks postpartum 
McAuliffe 
et al. 2011 
Antenatal depression Self-reported at booking visit 1% 
Nolan 2010 Postpartum depression EPDS 11% 
O’Neill et 
al. 1990 
Postpartum depression EPDS 26.7% at 6 weeks postpartum  
Only 61% of these still reported 
symptoms at 10-12 weeks 
Who is affected: identifying (some) risk factors 
As with the reported prevalence rates, we found a significant amount of variation between studies 
regarding the demographic factors associated with perinatal mental health problems in the Irish context. 
Neither maternal age (Bennett and Kearney 2018; Cruise et al. 2018), number of children (Bennett and 
Kearney 2018; Martin 1977; Jairaj et al. 2018; Cryan et al. 2001; O’Neill et al. 1990), being a single 
mother (Crotty and Sheehan 2004; Lane et al. 1997) nor unemployment (Cryan et al. 2001; O’Neill et 
al. 1990) were uniformly associated with higher prevalence of perinatal mental health issues.  
One of the few undisputed risk factors for perinatal mental health problems is the woman’s 
previous history of mental health problems, which is considered predictive of mental health problems 
during pregnancy and/or the postpartum period (Crotty and Sheehan 2004; Cruise et al. 2018; Cryan 
et al. 2001; Martin 1977; O’Neill et al. 1990; Togher et al. 2017). Furthermore, there is agreement 
regarding the importance of the social context for women’s perinatal mental health, including a poor 
relationship with the partner (Bernazzani et al. 2004), being distressed by the partner’s involvement (or 
lack thereof) in pregnancy (Bennett and Kearney 2018), not having a family nearby (Cruise et al. 2018), 
low levels of emotional support and approval (i.e. being told by someone close that you are doing well as 
a mother) (Leahy-Warren et al. 2011) and the “absence of a confidant” (Cryan et al. 2001) are all 
associated with higher rates of perinatal mental health problems.  
A small number of studies also explored associations between obstetric factors and postnatal 
mental health – and again, the results of these (quantitative) studies are contradictory. O’Neill et al. 
(1990) found an association between postnatal depression and delivery by forceps, vacuum or caesarean 
section, whereas Crotty and Sheehan (2004), Cryan et al. (2001) and Martin (1977) disagreed and 
stated that the mode of delivery or obstetric complications were not associated with postpartum mental 
health problems. The limited number of qualitative studies in our sample offer valuable further insights 
into these dynamics. Byrne et al.’s (2017) study with women who experienced symptoms of post-
traumatic stress disorder (PTSD) following birth shows that it is not necessarily the objective assessment 
of the birth (e.g. whether or not it was a caesarean birth), but the woman’s subjective experience that 
matters. Women associated being dismissed and ignored during labour, and the healthcare staff’s 
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disregard for their autonomy, individuality, and birth preferences with their experience of a trauma. 
Similarly, the survey responses in the AIMSI study indicated that from the perspective of women who 
self-identified as depressed, “their experience of pregnancy and birth was a significant contributing factor 
to developing PND” (2010: 38).  
Perinatal mental health services: the gaps in the system  
A rich body of literature focused on the Irish health service and identified a number of significant 
shortcomings in perinatal mental health care provision. Firstly, studies clearly indicate that many women 
are not asked about their mental health in the Irish maternity system, with midwives screening selectively 
during antenatal booking visits based on their subjective risk assessment (Noonan et al. 2018b, Carroll 
et al. 2018, Higgins et al. 2017, 2018b). The focus is put on the physical health of mother and baby, with 
one third of the 367 women who took part in the AIMSI study stating that they were never asked about 
their psychological well-being in the postpartum period by either their GP, the public health nurse, their 
consultant or their midwife (cf. Byrne et al. 2017: 6). Even if mental health problems are diagnosed 
antenatally in the hospital, this information may not be followed up or passed on to the practitioners 
providing postnatal care, such as GPs and public health nurses (Higgins et al. 2016a, Noonan et al. 
2018a; AIMSI 2010: 28, McAuliffe et al. 2011).  
There is indication that certain groups of women are particularly marginalised in regard to 
screening: Nolan’s study (2010) shows that one in 14 postnatal women (7.2%) were excluded from any 
screening for postpartum depression due to language barriers, and a further 6.7% were screened using 
the EPDS in its English language version despite their English being “fair or poor”. Similarly, the GPs 
interviewed by Noonan et al. reported “difficulties [in] trying to understand the experience of 
psychological distress from the perspective of women from ethnic and culturally diverse backgrounds” 
(2018a: 4). 
Importantly, the research indicates that women who were asked about their mental health and 
well-being appreciated the care: “It makes you feel that someone is taking care of you…and it’s a simple 
thing you know. Like somebody is concerned, or looking after you and that they care” (woman cited in 
Nagle and Farrelly 2018: 82, cf. AIMSI 2010: 28, Nolan 2010). In particular, Higgins et al. (2016a) 
show that the few existing specialist perinatal mental health services (at the time of the study, there were 
only two of them nationwide, both in Dublin) were experienced as extremely helpful by women 
throughout the perinatal period.  
Overall, however, it appears that it is more common for women to encounter a deep discomfort 
with mental health and a lack of communication skills amongst healthcare providers. Higgins et al. 
(2016a) term this issue the “veil of secrecy”, which includes the absence of mental health topics in 
antenatal classes (cf. AIMSI 2010: 29). This is mirrored by practitioners’ self-assessment: many nurses, 
midwives and GPs indicated that there were unsure how to ask women about mental health and well-
being (Noonan et al. 2018a, 2018b, Madden et al. 2018, Higgins et al. 2018a). There is some indication 
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that women might also avoid talking about mental health issues either because they do not want to 
“bother” midwives and nurses who seem busy, or due to the stigma (still) attached to these experiences, 
and fears of being deemed a “bad mother” (Nagle and Farrelly 2018, McAuliffe et al. 2011, AIMSI 
2010: 28, Nolan 2010).  
The research clearly shows that the silence around perinatal mental health is related to a lack of 
training and knowledge in this area (Higgins et al. 2017, 2018a, Noonan et al. 2018a, 2018b), as well as 
a widespread absence of clear mental health care pathways for women in the maternity system (Higgins 
et al. 2018a) and a lack of referral options (Noonan et al. 2018a). Again, it is particularly the needs of 
women who do not belong to the majority population (that is, white Irish) that fall through the cracks. 
One study found that only 4% of midwives “agreed that training equips midwives to manage the mental 
health needs of women from different cultural backgrounds” (Noonan et al. 2018b: e362). 
Last but not least, the existing research clearly indicates that the above mentioned issues are 
related to a lack of time and resources made available during antenatal check-ups, birth, and postpartum 
care. Midwives, nurses and GPs were found to experience heavy workload and short time slots allocated 
to each woman which prohibited conversations about mental health (Higgins et al. 2017; Madden et al. 
2018; Nagle and Farrelly 2018, Noonan et al. 2018a). As one GP summed it up: 
“Can I be honest with you sometimes I wonder if you really want to open this can of worms and 
it’s so much easier just to jolly along and check the BP, check the urine, check this and that and 
have them out the door and see the next patient” (Noonan et al. 2018a: 4). 
However, combined with a lack of knowledge and skills, this neglect can have devastating effects for 
women: 
“After the [caesarean section] it was like the postnatal depression just hit me as soon as they 
took [baby's name] out and that whole time in the hospital I got no support… One of the nurses 
came into me when I was crying, and turned and walked out and I was sitting at the edge of the 
bed, like, crying for a couple of hours… I understand that people can be busy, but it only takes 
two seconds to say 'are you okay, can I do anything for you'” (Higgins et al. 2016a). 
Table 5: Overview of included publications 
 Reference Aims of the 
study 







Main themes Findings 
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Online survey with 






were older, more 
of them had 
homebirths than 
national average, 

























Lack of assessment of 
mental health (36.5% 
stated that their 
psychological wellbeing 
was not discussed post-
natally by either GP, 
consultant, midwife or 
PHN) 
Inconsistent care (wide 
range of experiences with 
screening, information 
and treatment of PND, 
ranging from very poor 
to excellent) 
Disintegrated care 
(diagnosis/risk of PND 
not passed on to other 
care givers or not 
followed up) 
Stigma (women reported 
not disclosing their 
mental health problems 




(18.8 %, self-rated) 
 Bennett and 


















survey at antenatal 
clinic, 
demographics, 
health data and 
Tilburg Pregnancy 
Distress Scale 
Home visit at 17 
weeks: quantitative 
survey on infant 
feeding and 
maternal health, 
plus Mother and 
Baby Interaction 
Scale (MABISC), 
an eight-item Body 
Shape 
Questionnaire 

















25% were found to be 
distressed during the 
pregnancy 
28% at risk of distress 
and 8% distressed at 17 
weeks postpartum 




Factors to be found 
relevant: distress at 17 
weeks post-partum was 
more likely if a mother 
was: older; multiparous; 
breastfeeding; or 
distressed by her 
partner’s involvement (or 
lack thereof) in 
pregnancy 
The strongest predictor 
of distress at 17 weeks 
post-partum was low 
resilience (defined as 
emotional stamina and 
ability to adapt in the 
face of challenges) 










(EPDS and PTSD 
scale) and then 
semi-structured 
interview with those 
who reported birth 
trauma but not 
PPD 












in the previous 


















women and exclusion 
from decision-making 
during birth contribute to 
traumatisation 
Lack of screening for 
history of mental health 
problems incl. trauma  
Lack of attention to 
mental health in 
postnatal period (focus 
on physical health of 
mother and baby) 
Lack of woman-centred 
care, which facilitates 
birth trauma 






Dissociation as a way of 
coping with the distress 
of childbirth 
Detachment and 
avoidance as a way of 
dealing with traumatic 
memories 
Traumatic birth alters 
women’s sense of self 
profoundly  
Breastfeeding as a way 
of healing birth trauma 
Birth trauma connected 
to a woman’s subjective 
experience, not objective 
factors 



























Prevalence 34% of multiparous 
pregnant women scored ≥ 
13 on EPDS 
22% of primiparous 
pregnant women scored 
threshold ≥13 on EPDS 
Risk factors Previous experience of 
postnatal depression 
(49% scored threshold ≥ 
13 on EPDS) 
High levels of self-
criticism strongly 
associated with past 
history of postnatal 
depression 














6 Irish women 















Positive effect of music 
intervention (singing) on 












among low risk 
women in an 
area in Ireland 
that was 
particularly 










State Trait Anxiety 
Inventory (STAI) 
74 women  
low risk 
pregnancy, aged 














86% antenatal depression 
(≥12 on EPDS)  
75.6% antenatal stress (≥ 
15 on PPS, with  35.1 % 
scoring ≥20) 
74.3% high levels of 
antenatal anxiety (≥ 39 
on STAI) 
Risk factors Antenatal depression and 
antenatal anxiety: no 
significant  differences 
between age groups, 
living arrangements or 
usual occupation 
Antenatal stress: 
younger women scored 
significantly higher, no 
difference in regard to 
living arrangements and 
usual occupation 



























Inadequate training for 
midwives 
Inadequate knowledge on 
the range of PMHP 
other than PND and 
anxiety 
Inconsistency in mental 
health service provision 
in the maternity system 
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(varies between midwives 
and between locations) 
Inadequate assessment of 
mental health issues in 
perinatal care 
Absence of clear 
guidance on care plans 
and referral pathways 








EPDS at day 3-4 
postpartum and 




diagnosis at 6 weeks 
 
951 women in 
first round 
Only English-







27% ≥ 12 on EPDS at 6 
weeks 
After clinical interview: 
14.4% diagnosed with 
PND 
Risk factors best predictors for 
depression at 6 weeks 
were a) EPDS ≥ 12 at 3 
days postpartum and b) 
history of depression 
Further risk factors: 
being single, separated or 
having an unemployed 
partner 
No association between 
parity, education, 
marital status, or mode 
of delivery 











(2) To examine 
the extent of 
















study (data from 






10 827 mothers 
of a 9 months old 
baby who 
responded to all 
relevant 
questions within 
the Growing Up 
in Ireland study 
Nationally 




11.1% scored above 
depression threshold (≥7) 
Risk factors lower educational levels; 
were unemployed; 
reported previous mental 
health problems; 
reported that the cohort 
child was the result of an 
unintended pregnancy, 
was preterm, or had 
health/developmental 
problems; had no partner 
in the household or were 
living with a depressed 
partner; reported no 
family living nearby; 
were in the lowest income 
group 
There was no significant 
difference in the 
prevalence or likelihood 
of depression between 






Unmet need in treatment 
for PPD: 73% of women 
who scored high had not 
accessed perinatal 
mental health services 











between 6 and 12 
weeks postpartum 





Prevalence 28.6% scored in 
depressed range (≥ 12 on 
EPDS) 
Risk factors Younger, “absence of a 
confidant”, previous 
miscarriage, previous 
treatment for depression 
No association between 
unemployment and 
depression and single 
status and depression, or 
parity and depression, or 
c-section and depression 












clinic in large 
maternity 
Prevalence 40.7% scored high (≥16 
on CES-D) in late 
pregnancy 
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 symptoms over 
perinatal period 
Epidemiology 
Studies – D Scale 
(CES-D) 
Antenatal, 3 weeks, 
and 18 months 








22.2% at 3 weeks 
postpartum 
25.6 % at 18 months 
postpartum  
Risk factors Single women had higher 
scores than married 
women during 
pregnancy, but not 
postpartum  
Not being depressed 
during pregnancy makes 
it likely that she is not 
depressed at 3 weeks 
Depressed during 
pregnancy may or may 
not indicate depression 
postpartum 
















20 women, either 
currently 
pregnant or 
within 2 years 
after birth 
Either previous 














No info on perinatal 
mental health in 
antenatal classes 
Inadequate training of 
service providers 
Inconsistent mental 
health care across the 
country 
Lack of attention paid to 
mental health (focus on 
physical health) 
Disintegrated services 
(mental health service 




women and lack of 
woman-centred services 
(e.g. birth plans being 
ignored, visible distress 
being ignored) 
very positive experiences 
with specialist perinatal 
mental health services 
(at the time only 
available in 2 Dublin 
locations) 
13 Higgins et al. 
(2017) 























with health care 
providers  
Documentary 





















Absence of care plans 
and clear referral 
pathways 
Heavy workload and 
lack of time 
Insufficient knowledge of 
perinatal mental health 
issues, particularly 
anything other than 
depression and anxiety 
Lack of training 
Lack of cultural 
competence and attention 
to cultural diversity in 
policy and practice 
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or hard copy survey. 
Designed by the 
research team, the 
survey listed 26 
potential barriers to 












Heavy workload and 
lack of time to discuss 
mental health issues 
Absence of care 
pathways 
Lack of cultural 
competence 
Lack of communication 
skills to address mental 
health issues 
 








in relation to 
perinatal 
mental health 




survey designed by 
researches 
186 public health 
Nurses 
Nationwide 







among health care 
providers 
Insufficient and selective  
screening 
Lack of communication 
skills 
Lack of organisational 
guidelines, for example 




Lack of knowledge on 
PMHP other than 
depression and anxiety 
16 Jairaj et al. 
(2018) 
 



























rate of 15.8% (≥12 on 
EPDS) 
increasing rates 
occurring with advancing 
pregnancy: 17.2% in 
third trimester. 
22% for those under 18. 
Risk factors 
 
higher EPDS scores 
found in women with a 
higher number of 
previous pregnancies and 
those with more children 
women who had obtained 
higher degrees had 
significantly lower 
EPDS scores 







disturbance at 3 







EPDS and Highs 
Scale at 3 days and 
6 weeks postpartum  
 
308 mothers at 
the Coombe, 
excluding those 
who didn’t speak 
English, had a 
stillbirth or a 






18.3% scored high on the 
Highs Scale at 3 days 
postpartum, and 9% at 6 
weeks postpartum (≥8 on 
Highs Scale) 
11.4% postpartum 
depression at 3 days 
postpartum (≥13 on 
EPDS), 11% at 6 weeks 
postpartum 
Risk factors Higher scores on the 
EPDS were associated 
with past psychiatric 
history, failure to obtain 
school qualification, 
unplanned pregnancy, 
single status, public 
status, babies perceived 
unhealthy; babies 
perceived difficult to 
manage; and mothers' 
own assessment of their 
health during pregnancy. 
Higher scores on the 
Highs scale were 
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associated with failure to 
obtain school 
qualification, single 
status, public status, and 
bottle-feeding. 
No evidence to suggest 
an association between 
parity, maternal age or 
assisted delivery 
18 Leahy-Warren 
et al. (2011) 
 













time mothers at 








questionnaire at 6 













English as first 
language, and 
white Caucasian 
 Prevalence Postpartum depression 
(≥12 on EPDS) 
13.2%  at 6 weeks 9.8% 
at 12 weeks 
 
Risk factors Mothers receiving 
medium and low levels of 
functional social support 
had significantly higher 
risk of PND (functional 





emotional, and appraisal 
(i.e. positive feedback) 
support). 
Emotional and appraisal 
support more impact on 
depressive symptoms 
than informational and 
instrumental support  
Support during birth: 
level of formal structural 





emotional support at 
time of birth is predictive 
of PND at 12 weeks. 
19 Leahy‐Warren 
et al. (2012) 
 




















questionnaire at 6 



















 Risk factors High levels of informal 
social support increase 
self-efficacy (feeling able 
to handle the demands of 
motherhood) and 
thereby reduces risk of 
postpartum depression 
20 Madden et al. 
(2018) 
 














drawn to the 
project through 
“mutual 
concern” for the 










Lack of communication 
skills 
Heavy workload and 
lack of time  
No info on mental health 
in antenatal classes 
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Prevalence Psychiatric symptoms 
(anxiety, depression, or 
mixed 
anxiety/depression) 
14% during pregnancy  
14% at 6 weeks 
postpartum 
Risk factors No correlation between 
obstetrical complications 
(e.g. c-section, forceps 
delivery, long labour) 
History of previous 
psychiatric illness 
significant as predictor 
Unplanned pregnancy 
and marital discord 
significant as predictors 
Age, feeding method, and 












Review of 499 case 
notes of women who 
had indicated past 
or present mental 
illness in the initial 
booking visit at the 
antenatal clinic 
Patients with a 
standalone 
diagnosis of eating 
disorder, 
counselling or panic 
were excluded as 
the aim of the 
investigation was to 
focus on severe and 
enduring mental 
illness 




Very low rate of self-
reported depression at 





Disintegrated care and 
insufficient referral 
mechanisms (for 66% of 
women who reported a 
history of mental health 
problems at the booking 
visit this was not 
followed up by the 
obstetric team; only 40% 
of the women who 
reported feeling 
depressed at the booking 
visit were referred to 
mental health liaison 
clinic; only 16% of 
women who reported a 
history of PND were 
referred) 
















using the Growing 






  Risk factors unintended pregnancy 
was associated with 
increased risk of 
depression and higher 
parenting stress 







































as an emotional time 
Women found it difficult 
to voice negative feelings 
in light of the prevailing 
social norm that 
“pregnant 
women/mothers are 
supposed to be happy” 
Previous experiences of 
mental health problems 
lead to knowledge and 
confidence in managing 
one’s mental health 
Pregnancy as a 
motivator to 
maintain/improve 
mental health and seek 
help 
Fear of stigma and 
judgment leading to non-
disclosure 








participants were asked 
about their mental health 
at least once (at the 
booking visit) 
But also: lack of time, no 
continuity of care, 
perceived staff shortages 
limit opportunities to 
talk about mental health 
Screening tools 
considered mere “tick 
box exercise” by some 
women 
Care focuses on physical 
health of mother and 
baby – mental health not 
attended to 












528 mothers at 1 










11% scored ≥ 12 on 
EPDS 
Risk factors Age:  
More severe symptoms 
of PND in younger 
mothers: 2/3rds of the 
“high scores” were 
younger mothers (16-25 
years), with thoughts of 






29.3% (n=17) of 
mothers scored low at the 
repeat visit 2 weeks later 
– initial screening visit 
appears to be a valuable 
therapeutic intervention 
in itself 
Screening not sufficient 
to detect all women who 
experience PMHP: 
Non-English speaking 
mothers are not included 
in screening 
¼ of women refused to 
be screened or filled out 
with false responses 



































Screening is based on 
subjective assessment – 
no standard screening 
procedure 
Heavy workload and 
lack of time inhibits 
conversations about 
mental health 
Lack of knowledge and 
training related to 




Lack of cultural 
competence – difficulties 
in assessing and engaging 
with women from ethnic 
minority backgrounds 
Lack of communication 
skills – stigma attached 
to mental health prevents 
conversations 
Lack of access to 
community mental health 
service due to limited 








































Majority of participants 
(over 70%) were 
knowledgeable about 
stress, anxiety and 
depression 
But lack of knowledge on 
whole spectrum of 
PMHPs and on 
causes/risk factors for 
PMHP 
Only 17.8% felt over all 
“well equipped” to care 
for women with PMHP 
Majority does not use 
screening tools 
(Whooley questions or 
EPDS) 
Prevailing stigma and 
discomfort in discussing 
emotional/mental health 
Lack of cultural 
competence/confidence 
in working with “diverse” 
populations 




























26.7% scored positively 
for depression on EPDS 
at 6 weeks postpartum  
Only 61% (n=17) of 
these still reported 
symptoms at 10-12 
weeks 




Risk factors Past psychiatric history 




and postnatal depression 
No difference between 
depressed group and 
control group in terms of 
age, socioeconomic 
group, marital status, 
whether the woman was 
in employment, 
parity, the effects of 
breastfeeding, current 
medical illness of the 
mother, or 
physical abnormality of 
the baby 
29 Togher et al. 
(2017) 
 

















A history of psychiatric 
illness was a predictor 
for antenatal stress 
(PSS scale) and anxiety 
(STAI) and depression 
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Discussion 
Varying prevalence rates 
Regarding the prevalence of perinatal depression, anxiety and stress (the three mental health problems 
explored in the Irish literature) we found that rates varied greatly between studies. It is generally 
assumed that studies that self-reported measures result in higher rates, and clinical interviews would 
result in lower rates (Misri et al. 2016). However, in our sample, the lowest rate for antenatal depression 
(1%) was based on self-reported feelings of depression at the booking visit (McAuliffe et al. 2011), and 
one of the higher rates for postpartum depression was based on a study that incorporated clinical 
interviews: 26.7% in O’Neill et al. (1990). Furthermore, studies who used the exact same measure still 
reported varying rates, for example EPDS results ranging from 15.8% (Jairaj et al. 2018) to 86% 
(Carolan-Olah and Barry 2014) for antenatal depression, and 11% (Nolan 2010) to 28.9% (Cryan et 
al. 2001) for postnatal depression. The discrepancy cannot be explained by a different use of the measure, 
as the cut-off point on the EPDS was the same for the studies reporting low and high prevalence rates (≥ 
12). One possible explanation for the wide range of prevalence rates are the samples: inclusion criteria, 
sample composition and sample size vary significantly between studies. Only one of the studies used a 
representative sample (Cruise et al. 2018), and reported prevalence (11% for postnatal depression) 
within the range of rates reported globally (16.7%, Hahn-Holbrook et al. 2017). We furthermore note 
a significant degree of variability across time: prevalence rates were generally found to be higher during 
pregnancy (with the exception of McAuliffe et al. 2011, with fear of stigmatisation possibly playing a 
role, considering that women in their study were asked to disclose to their health care provider). 
Postpartum rates also varied depending on when women were assessed.  









10 item perceived 
stress scale (PSS) 





give birth in 
hospital 
(EPDS) even when 
controlled for age, BMI 
and social class. 
History of miscarriage 








No link between stress 
and neonatal and 
obstetric outcomes. 
No link between anxiety 
and neonatal outcomes. 
No link between 
depression and neonatal 
outcomes except for 
infant body temperature. 
Women with cumulative 
stress (who scored high 
on all 3 scales) were 
more likely to have 
babies with low Agpar 
score. 
Overall no strong 
association between 
maternal prenatal 
distress and neonatal 
outcomes 
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Of the 25 studies who focused on pregnant women and mothers, 20 studies adopted a quantitative 
research design, most commonly employing standardised psychological scales. With the notable 
exception of the AIMSI study (2010), none of the studies on our sample involved women’s self-
assessment of their mental health and wellbeing. This reflects the dominance of standardised 
psychological scales in the international literature on perinatal mental health. We agree with Matthey 
(2016) in regard to the limitations of the exclusive use of standardised psychological scales both in 
research and clinical practice. First, standardised scales do not account for the context of the 
psychological assessment – how the woman is feeling at the moment of completing the survey, which may 
be a momentary rather than a persisting feeling, and her reasons to feel that way, which may have nothing 
to do with the pregnancy or the baby. This, in turn, “must seriously compromise the resulting 
information” (Matthey 2016: 135), and render the conclusions drawn from these measures problematic. 
As one woman in a large Australian study on motherhood experiences commented: “People were saying 
I had postnatal depression… [but] I was suffering from post marriage depression!” (Brown et al. 1994: 
175).   
Secondly, we found that the exclusive use of quantitative approaches, in particular standardised 
scales, to assess women’s mental health and wellbeing, combined with traditional sampling strategies 
(i.e. recruitment through the health service), leads to an omission of the voices of minority women, that 
is, women who do not identify as white Irish, such as Irish Traveller women, Irish women of colour, or 
migrants from non-English speaking backgrounds. Since the economic boom in 1990s and 2000s, Ireland 
has changed from a country of emigration with a comparatively homogenous population to an 
increasingly diverse society in terms of ethnicities, nationalities, ‘race’, religious background, and 
languages spoken (Census 2016). The existing studies on perinatal mental health in Ireland did not 
attend to these increasing levels of diversity. The most common approach to recruiting research 
participants was through the health service: through antenatal clinics, postnatal wards or public health 
nurse visits at home. This approach should – theoretically – include a somewhat diverse group of women 
(more or less, depending on the location), including women of different nationalities and women who do 
not identify with Ireland’s dominant ‘racial’ category (as per census), ‘white Irish’. However, the 
diversity of the samples was reduced as all of the studies excluded non-English speaking women, either 
explicitly (e.g. Lane et al. 1997, Nagle and Farrelly 2018, Togher et al. 2017) or through the absence of 
interpreters and use of psychological scales such as the EPDS only in their English version (e.g. Nolan 
2010).  
Furthermore, none of the studies adopted a sampling approach that would be sensitive to and 
inclusive of women who might not respond to standard ways of recruitment (i.e. advertising in hospitals), 
for example asylum seekers or Irish Traveller women (cf. Redwood and Gill 2013). As a result, the 
existing research in Ireland has not been able to shed light on how and why one’s nationality, migration 
status, ethnicity or ‘race’ – and the intersections of these and other social positions, including class – 
might matter in relation to women’s mental health (cf. Hankivsky et al. 2010). This is an important 
         
23 
research gap, considering the extensive body of international literature that highlights the relevance of 
these intersecting aspects of women’s identity in relation to prevalence, subjective experience, and access 
to perinatal mental health services (e.g. Watson et al. 2019; Kozhimannil et al. 2011; Miranda et al. 
2003; Edge 2011; Seng et al. 2011; Maxwell et al. 2019; Oster et al. 2016; Vedam et al. 2019). 
Who is affected: identifying (some) risk factors 
From the existing studies, it remains unclear in which ways demographic factors such as relationship 
status, age, economic background, employment status and education predict the likelihood of perinatal 
mental health problems. In this way, the Irish literature mirrors international findings on demographic 
risk factors. For example, some studies posit that lower educational levels are negatively linked to 
postpartum mental ill-health (Gürel and Gürel 2000), while others did not find such a correlation 
(Miyake et al. 2011). Similarly, low socioeconomic status is described as a risk factor for perinatal 
depression (Yamamoto et al. 2014), but further research suggests that a low monthly income would have 
to be combined with less than a college education, being unmarried and being unemployed to significantly 
increase the likelihood of perinatal depression (Goyal et al. 2010). This highlights the complexity of 
perinatal mental health and the limitations of generalisations regarding the predictive potential of 
demographic factors.  
At the same time, the Irish literature confirms international findings regarding the relevance of, 
first, a previous history of mental health problems, and second, and a lack of social support as reliable 
predictors of perinatal mental health problems (cf. Corrigan et al. 2015; Negron et al. 2013; Aktan 
2011). In particular, Leahy-Warren et al.’s (2011; 2012) study with 512 first time mothers explores the 
different aspects of social support in detail. They highlight that emotional and appraisal support (i.e. 
someone listening to the mother and telling her that she is doing a good job) are more important for the 
mother’s mental health and wellbeing than informational and instrumental (i.e. practical, hands-on) 
support; that the most important sources of support are partners, mothers and friends – not healthcare 
professionals; and that social support is predictive of maternal mental health, independent of age, 
education level, type of delivery, and method of feeding.  
 Building on these studies, qualitative and participatory research designs could shed light on 
women’s own views of the causes of mental health problems. With the exception of Byrne et al.’s (2017) 
small scale qualitative exploration of birth trauma, none of the studies in our sample adopted a woman-
centred approach to understanding causes and risk factors. As Astbury et al. rightly point out, this 
research approach indirectly implies that “women’s opinions of why they are depressed [or anxious, 
stressed etc.] is of little or no account” (1994: 3). More in-depth research that focuses on the lived 
realities of women and takes diversity into account would be needed to understand the ways in which 
intersecting forms of privilege and disadvantage (such as class, ‘race’, and nationality) shape women’s 
mental health and well-being during pregnancy, birth and postpartum, and the effects it has on mothers 
and babies.  
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Perinatal mental health services: the gaps in the system  
In relation to the Irish maternity system response to women’s perinatal mental health needs, the evidence 
could not be clearer: the current care provision is insufficient. The existing research indicates that many 
women are not asked about their mental health and emotional well-being during pregnancy and 
postpartum, or not asked in the right way. Due to a “culture of silence” around mental health and a focus 
on the woman’s and the baby’s physical health, many women feel that they cannot talk to healthcare 
providers about mental health and emotional well-being. Researchers furthermore identified a significant 
lack of training and knowledge among frontline staff, as well as insufficient resources and disintegrated 
services. The nationwide industrial action taken by midwives and nurses in 2019 clearly highlighted the 
difficult reality of working in the Irish maternity system: low pay, understaffed wards, impossible 
workloads and low morale are omnipresent. A recent WHO study in 93 countries (WHO 2016) 
highlighted that these structural constraints exist globally, despite significant differences between 
national contexts in regard to midwifery services and perinatal mental health services. This reveals a 
broader issue: neoliberal restructuring and cuts to public funding of health care services have created a 
system that renders it increasingly difficult for service providers to offer woman-centred care, and to 
attend to the complex needs of women in the perinatal period.  
 These findings mirror the shortcomings of the Irish maternity system more generally, which has 
been described as a “toxic system” in which “it is extraordinarily difficult for women to make their voices 
heard above the protocols, policies, institutionalised routines of day-to-day practice, and busyness” 
(Edwards 2018: 63). The long-awaited National Maternity Strategy (Department of Health 2016) and 
the Specialist Perinatal Mental Health Model of Care (HSE 2017) that followed aimed to move the 
health service in a different direction: towards improved care for women, with a particular focus on 
mental health and well-being. This would include specialist perinatal mental health services in each of the 
country’s six hospital groups, the development of mental health midwife posts across the country, and a 
mother-and-baby unit in Dublin (HSE 2017). Initiatives such as the Mind Mothers e-learning 
programme in perinatal mental health, developed for midwives, public health and practice nurses, aim to 
address the lack of skills and knowledge. Furthermore, a number of Irish maternity services have recently 
introduced standardised screening procedures for perinatal mental health problems.  
However, despite these positive developments, it appears that comprehensive structural change 
throughout the country continues to be as slow as “elephants on the move” (Kennedy 2012), exemplified 
by the recent cuts to the maternity service, which significantly slowed the implementation of woman-
centred care as envisioned in the Strategy (Cullen 2019; 2020). In sum, despite a solid body of research 
and the recent programmatic changes in care provision, there is much left to do to improve perinatal 
mental health services (cf. Wood 2017). 
Limitations 
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As with other scoping reviews, we recognise the potential for bias due to the fact that we focused on the 
existence of research in this field, without systematically appraising the quality and rigour of the studies 
included in the review (cf. Jones et al. 2019). Furthermore, we acknowledge that our search strategy 
focused on publications that directly relate to perinatal mental health in order to assess the state of the 
field. We did therefore not include papers in this review that discuss the Irish maternity system more 
generally, or the health and wellbeing of specific groups of pregnant women and mothers, because they 
did not frame their findings as relating to “perinatal mental health” as such. We note, however, that these 
related publications raise important issues relating to women’s experiences of maternity care in Ireland 
(e.g. Hunter et al. 2017; Larkin et al. 2012, 2017; O’Brien et al. 2017) and discuss specific issues such 
as pregnancy loss and bereavement care (Nash et al. 2018) or women’s experiences of breastfeeding 
(Desmond and Meaney 2016; Szafranska and Gallagher 2016). A small number of studies also offers 
insights into pregnancy and birth experiences in marginalised groups such as asylum seeking women 
(Kennedy and Murphy-Lawless 2003; Tobin et al. 2014), African migrant women (Shandy and Power 
2008), Irish Traveller women (Reid and Taylor 2007; McGaughey 2018) and women with disabilities 
(Lawler et al. 2015). Future research in the field of perinatal mental health in Ireland should connect to 
these fields of inquiry, and draw inspiration from the focus on subjectivity and women’s diverse 
experiences notable in other related areas of research. We also acknowledge the growing number of 
studies on the mental health of fathers both internationally (e.g. Philpott et al. 2019; Singley and 
Edwards 2015; Darwin et al. 2017) and in Ireland (Philpott and Corcoran 2018). While our study 
focused on women as a way of informing the implementation of more woman-centred maternity services 
in Ireland, there is no doubt about the interconnectedness of maternal and paternal mental health and 
well-being, and future research should further explore these aspects. 
Conclusion and implications for practice 
We conclude that the existing research on perinatal mental health highlights, first, that a significant 
number of women are affected by perinatal mental health problems, with varying prevalence rates 
reported; second, that a history of mental health problems and a lack of social support constitute 
important risk factors; and third, that the current health service provision insufficiently addresses these 
issues. We furthermore identified a lack of woman-centred research that engages with women’s views 
and experiences, particularly women who do not belong to the majority population (i.e. white Irish).  
This finding has implications beyond academia: research practice and service provision are 
crucially interrelated, as one of the functions of research is to inform policy and practice in the service of 
evidence-based practice. Echoing the work of other feminist researchers (Murphy-Lawless 2018; Brown 
et al. 1994; Oakley 1980; Brooks 2007), we posit that in order to further the vision of woman-centred 
maternity care in Ireland and elsewhere, we need to conduct woman-centred research. Participatory 
research methods – which involve service users and the public in meaningful ways (cf. Abma et al. 2019) 
– would be particularly suited to ensure that the implementation of the Maternity Strategy is informed 
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by the lived experiences of those affected by health care policies and practices. By conducting this kind 
of woman-centred research, we can inform the implementation of woman-centred maternity services that 
“take account of the experiences and wishes of pregnant women” (Department of Health 2016: 29) and 
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